Objective: The objectives were to characterize the scientific production on Health-Related Quality of Life of pregnant women, identify the areas that are most affected during pregnancy and puerperal period and identify the instruments used to assess quality of life related to health in pregnant women. Methods: For the integrative review, 11 articles published from 2006 to 2013 in the PUBMED, MEDLINE, CINAHL, SCOPUS and SCIELO were selected. Result: Data showed scarce publication from nursing professionals, prevalence of non-experimental studies conducted mainly in Brazil. The most commonly instruments used were the WHOQOL-BREF and SF-12. The presence of pain, nausea and vomiting, depression, low education, younger age and absence of partner negatively affect the quality of life of pregnant women. Practicing physical activity and being socially supported during pregnancy favour a better quality of life. In the domain of social relations, sexuality was the only affected facet. Conclusion: Gaps in the level of evidence considered weak were identified. We suggest bigger role of nurses in research on the subject so that there will be the development of effective interventions to support nursing practice and ensure quality care and consequently improve the quality of life of women in pregnancy and childbirth.
Introduction
Pregnancy reflects a normal process in the female life cycle. In particular, the physiological changes that occur during pregnancy affecting the biochemistry and anatomy of organs and systems should be considered, and may aggravate pre-existing morbidities or produce symptoms that affect the quality of life [1] .
The complexity of the changes caused by pregnancy is restricted to not only the physical variables, but also psychological and social variables, which can be reflected in the postnatal period and impact on quality of life of these women. Few women live the cycle of pregnancy and childbirth without encountering real or potential problems [2] . Thus, the prenatal period should be also a moment of preparation of the woman for the childbirth and maternity.
In this perspective, the prenatal appointments are considered a fundamental assistance to women, children and family for allowing regular monitoring that not only detect the physical health disorders, but also provide a humanized and extended care, to promote support in the development of the new role of mother, and thus lessen the damage that could affect one's functional state and overall well-being. According to Symon et al. [3] , a focus on maternal quality of life is necessary because one of the goals of prenatal care is the support and encouragement of healthy psychosocial adjustment, plus a look at the sociological aspects and the influences that pregnancy can result in a family.
Although the importance of the gestational period has been recognized in recent years, a better investigation of the aspects that influence the quality of life (QL) of women during this phase may be beneficial to adopt strategies to promote maternal health. Information on the changes experienced by pregnant women in the physical, psychological and social domains is still limited, which suggests that the quality of life of the pregnant woman and the aspects that can change it is a topic that deserves more attention [4] [5] .
Studies on quality of life (QL) have increased in the last years, both in the national and international literature, becoming a theme highlighted in today's society [6] . The World Health Organization has defined it as the individual's perception of their position in life in the context of culture and value systems in which they live and in relation to their goals, expectations, standards and concerns [7] .
In health there is a tendency to use the term Quality of Life Related to Health (QLRH), which considers aspects related to diseases, disorders and the needs of therapeutic interventions [8] . This definition is more specific; it offers a holistic view that encompasses physical, psychological and social aspects, which are fundamental domains to analyze quality of life [9] .
Conducting research on Quality of Life Related to Health (QLRH) in pregnant women becomes important to identify the affected domains and to plan nursing interventions, in order to ameliorate their quality of life, as well as stimulating the empowerment of women before some transformations, sometimes taken for granted, but which negatively affect your quality of life.
Brazil has signed internal and external commitments to improving the quality of health care provided to pregnant women in order to reduce maternal and infant mortality. Promoting woman health for the majority of our population is one of the expected outcomes. So, increasing knowledge of the quality of life maternal determinants for this outcome is an important strategy.
In addition, the effectiveness of nursing interventions to improve the HRQL of women during pregnancy has been reported in international studies and systematic reviews [10] .
Thus, it is noticed that the importance of investigating the scientific literature on the main domains can affect the quality of life related to the health of pregnant women, contributing to the deepening of the theme and possibly to support health interventions capable to facilitate a comprehensive and humanized care to the woman.
The guiding question of the study was: "What areas are affected in the quality of life related to health in pregnant women?" So, the study aimed to characterize the scientific production on quality of life related to pregnant women health, identify the areas affected during the pregnancy and puerperal period and identify which instruments are used to evaluate the QLRH in pregnant women. To achieve such goals, an integrative literature review was used, based on evidence-based practice, providing a synthesis of knowledge of the topic investigated.
Methods
It was performed a qualitative systematic review of articles about quality of life related to pregnant women health and which instruments are used to evaluate the QLRH in pregnant women that was published in electronic database previously select.
The integrative review is also considered a valuable part of creating and organizing a body of literature, and should have the same levels of clarity, rigor and replication of the primary research process [8] .
This method allows previous researches to be summarized and conclusions drawn, considering the design of the studies evaluated, and allowing the synthesis and analysis of scientific knowledge of the topic investigated [11] .
To develop this integrative review by the proposal of was chosen in which the following steps are established: 1) identification of the hypothesis or guiding question-is the development of a problematic by the researcher in a clear and objective manner, followed by the search for descriptors or keywords; 2) selection of sample-determining the criteria for inclusion and exclusion, when establishing the transparency to provide depth, quality and reliability in the selection; 3) categorization of studies-defined as the extraction of information with the objective of the revised to summarize and organize items such information; 4) studies evaluation-the analysis of the extracted data should be critically; 5) results discussion and interpretation-moment that the main results are compared and reasoned with the theoretical knowledge and assessment as to its applicability; 6) presentation of the integrative review and synthesis of knowledge-must include the information of each article briefly revised and systematized manner demonstrating the evidence found [12] .
It was conducted a search in the literature through the online database of the PUBMED, MEDLINE, CINAHL, SCOPUS and SCIELO, in August 2014, by limiting itself to articles published between January 1, 2006 to December 31, 2013. The reason to limit the time was because we intended find the most current evidence. Initially, the following descriptors were used, in English, for searching in the PUBMED, MEDLINE (Medical Literature Analysis and Retrievel System On-Line, CINAHL (Cumulative Index to Nursing & Allied Health Literature), SCOPUS, SCIELO (Scientific Eletronic Library On-Line) and COCHRANE:
#1) "quality of life" (medical subject headings [MeSH term, in English]); #2) "pregnancy" (MeSH term); and #3) "prenatal care" (MeSH term). After, the similar procedure was performed, with the following descriptors in Portuguese, for searching in the LILACS (Literatura Latino-Americana e do Caribe em Ciências da Saúde):
#1) "qualidade de vida" (Descriptors in Health Sciences [DeCS term, in Portuguese]); #2) "gravidez" (DeCS term); and #3) "cuidado pré-natal" (DeCS term).
The following searches were performed: #1 AND #2, #3. The articles found by using this strategy were reviewed on two separate occasions, for two blind researchers, in order to ensure the adequacy of the sample.
The analysis of articles followed the inclusion and exclusion criteria previously established. We included: 1) articles that presented on the abstract at least a combination of the terms established; 2) manuscripts in English, Spanish or Portuguese; 3) studies that addressed QLRH theme in pregnant women; 4) original articles with full text accessible through the Portal de Periódicos CAPES (Coordenação de Aperfeiçoamento de Pessoal de Nível Superior); 5) a virtual library connected to the Brazilian Ministry of education with content restricted to authorized users; and 6) observational (analytical or descriptive, except case report), experimental or quasi-experimental studies, both prospective and retrospective. The exclusion criteria were: 1) other study designs, such as case reports, case series, literature reviews; 2) non-original studies, including editorials, book reviews and letters to the editor.
A flow diagram reflecting the process of literature screening was constructed, as shown in the Figure 1 .
In the perspective to summarize and organize the information we used the validated instrument of that identifies the publication title, journal name, volume, number, year of publication, authors, professional formation, country and language, along with the criteria for assessment of QL studies, their methodological characteristics. Data were categorized and discussed according to the objectives of this integrative review [11] . criteria. In SCOPUS database was revealed 11 articles, but after taking into account the inclusion criteria no article was evidenced in this database. The SciELO database, we consider 14 articles, from which only 3 were classified to sample this search. Finally, based on Cochrane 155 studies were identified, but none met the inclusion criteria. Therefore, this integrative review reached a final sample of 11 selected articles.
Results and Discussions
Concerning the year of publication, there was a predominance of studies on quality of life in pregnant women in the year 2011 (three studies), followed by the years 2008 (two studies) and 2012 (two studies). In 2006, 2009, 2010 and 2013 only one study on the theme was selected for analysis, in 2007 there was none publications, which shows the diversity of production on this theme in the years evaluated ( Table 1) .
About the authorship of the studies, it was observed that five articles were published by doctors, two studies by physiotherapists, a study by a midwife and two other studies by multidisciplinary teams composed of physicians, pharmacists, physiotherapists, physical educator and social science professional, one study did not determine the formation of the author. Based on these results, it is reinforced the scarcity of publications on quality of life related to health in pregnant women written by nurses ( Table 1) .
The highest incidence of publication was in the An International Journal of Obstetrics and Gynaecology, Revista Brasileira de Ginecologia Obstetrícia and Midwifery two studies each. The others journals: Reproductive Health, Journal of Physiotherapy, American Journal of Obstetrics & Gynecology, Maternal and Child Health Journal and Revista Dor, each had one study ( Table 1) .
Regarding the methodological design, seven studies were descriptive, cross-sectional, non-experimental and had LoE 6, two studies were experimental with randomized clinical trial, controlled with level of evidence 2, a study was characterized by being quasi-experimental; and another study was the cohort, quantitative, longitudinal and prospective. It is considered that few studies provide strong evidence for clinical application ( Table 2) .
Regarding the country of origin five studies based in Brazil was identified, two studies in the United States and one in each of the following countries: China, Colombia, Canada and United Kingdom. As for the language, The study showed that 47% of pregnant women had weight gains above the recommended limit, compared with 57% of women in the control group. There was no difference in gestational weight gain between the groups. Overweight pregnant women who exercised gained less weight during the entire pregnancy and after entry into the study compared with women in the control group. Arterial blood pressure was similar between the groups over time. There was no difference in perinatal outcome or QoL. The interviews lasted for 15 -25 mins and none of the women found the MGI difficult to complete. Face validity were good; criterion validity could not be assessed formally, but the MGI scores and the GHQ-30 scores were well correlated. While some comment categories were universally positive ("looking for ward to baby", "relationship with partner") and others were universally negative ("tiredness", "aches and pains"), other categories were mixed ("social life", "work"). Predominant white women, youth and housewives. The majority (80%) remained exposed to the sun for 1 -2 hours per day and, of these, 72% did not apply sunscreen claiming lack of habit. Information during the pre-natal about the risks of sun exposure was reported by 34% of postpartum women. There was a trend toward a significant association between prenatal guidance and daily use of sunscreen. About 20% of postpartum women had melasma. The mean score of MELASQoL-PB (25) showed negative impact on quality of life of these patients.
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eight publications were found in the English language and three in Portuguese language. Two of the English publications were originated in Brazil ( Table 2) . We can notice that 9 studies did not define QLRH, since it dealt with a subjective and multidimensional concept [9] . However, defining this concept is of paramount importance and correlates it with the situation of the population investigated, since the theme quality of life is increasingly growing. Similar to the present study data were verified who observed that the definition of the term quality of life was rarely reported in review articles they had surveyed, pointing gaps about the importance of this concept. On the validation of the instrument 10 reported having been validated and 1 did not specify [8] [9] ( Table 3) .
On the use of instruments that measure QLHR, five studies used a single type of instrument; five have opted to use a combination of two instruments and one study did not adopt any instrument. From the instruments used, three were generic, as: WHOQOL-Bref, Short Form-36 Health Survey (SF-36) and the Short Form-12 Health Survey (SF-12); and five instruments were specific: The Mother Generated Index (MGI), Melasma Quality of Table 3 , it was found that five studies used simultaneously a generic instrument and another specific to measure QL. Instruments that measure QLRH can be classified into generic when applied to any population and any pathological process, allowing comparisons between different diseases and their treatments; and specific when they are fit for certain types of health status and disease-population sample [24] . The simultaneous use allows obtaining a higher number of data [25] (Table 3) . Table 3 provides the prevalence in the application of WHOQOL-Bref and of Short Form-12 Health Survey (SF-12). Both instruments are short and quick in the application, allowing evaluation of the physical, psychological, social relation and environment areas, these can be applied to healthy populations or populations with chronic diseases and injuries [26] .
In order to fulfill the purposes of the research, similar data were grouped in the main affected areas identified in the articles studied, presented in Table 4 .
From the identification of the main areas that affect the quality of life of pregnant women, we created the following categories as a way to synthesize the knowledge acquired: life quality related to health and the physical area; psychological area and social area of the health related quality of life of the pregnant women.
Physical Area of the HRQL
In this category, six studies that highlights aspects related to the physical area that affect the quality of life of pregnant women were identified, as: pain and discomfort, nausea and vomiting, fatigue and energy, and capacity for work.
Concerning pain and discomfort, the authors concluded that low back pain was the most reported complaint among pregnant women, and was related to an increase in pre-pregnancy weight and high BMI during pregnancy. The studies state that physical activity configures as a beneficial practice and must be stimulate in this population. Supervised exercises like walking, aerobic activities, stretching, aerobics and relaxation showed better results not only in reducing pain, but on general health [21] .
Gestational back pain is a major complaint during pregnancy being considered a symptom of multi factorial origin, moreover, is one of the main complaints during pregnancy, making it responsible for several negative effects on the quality of life of these women [23] . In the study analysed, the average duration of pain was longer than 60 minutes, it may be constant. The afternoon and evening times were evidenced as the period of the most intense feeling of the symptoms, being exacerbated with ambulation or the act of sit down [21] .
Another aspects studied that interferes with the physical area of pregnant patients are nausea and vomiting, characterized to be physiological changes mainly present in the first trimester of pregnancy, originating from intense hormonal changes experienced by the maternal organism to maintain design [5] . They promote a significant impact on family life as well as the ability to reduce daily activities, social interactions, stress level and intend to have more children [27] [28] . Variables such as advanced maternal age, severity of symptoms, decision to use non-pharmacological methods, compromise the quality of life of pregnant women with regard not only to the physical area, but the psychological one through the expression of negative feelings and attitudes generating stress. However, advanced gestational ages and the access to health care and medication for relief of symptoms improve the quality of life of the patient [15] .
The ability to work was an aspect evaluated within the physical area. Findings indicated aspects that favoured positively, such as the welcoming attitude of the boss and reducing labour activities; in opposition to the pressure to perform the tasks until the last trimester of pregnancy, when other nuisances appear, contributing negatively to quality of life during pregnancy.
Psychological Area of the HRQL
Four studies have examined aspects that interfere in the psychological area of pregnant women, negatively affecting her quality of life, including: stress, depressive symptoms and altered self-image as a result of the appearance of melasma.
In the studies evaluated quality of life of the pregnant women was affected by stress caused by various factors, including age, education, marital status, social support during pregnancy, pregnancy planning and work conditions [19] .
Younger age was characterized as a triggering factor of emotional stress, mainly related to the difficulty in adjusting to the role of mother, emotional immaturity, financial dependence and low education. The latter, considered as the later generator of stress, a consequence of the lack of opportunities for better employment and income [15] . The level of education was identified in studies as a strong indicator of quality of life, when satisfactory it contributed to a better knowledge about how to live healthy, reducing stress arising from pregnancy [29] .
The kind of marital relationship appears to be an influential variable of stress in pregnant women. Not being married negatively influenced the quality of life of women, as well as the absence of predisposing spousal support to isolation and social stigma [30] [31] . It is noticed so that women seek in stable marital relationships such as marriage, the necessary support to overcome the changes imposed by pregnancy.
In this context unplanned pregnancy was perceived as a negative factor that favoured the psychological area. Women whose pregnancies are unplanned may have fewer socioeconomic resources and a greater lack of social support, and may suffer psychosocial stress and pressure. These feelings hinder the fulfilment of the daily responsibilities and acceptance of pregnancy [32] .
It is noticed that in various degrees and ways, women in different countries, classes, races, ages and marital status find their reproductive decisions structured in a set of socioeconomic conditions that influence family planning and quality of life.
Working conditions associated with the discomforts of pregnancy generate factors that affect quality of life, as those associated with shorter time to rest and sleep, exposure to risks and difficulties in balancing family and work responsibilities with the maternal role.
It could be perceived that women with higher perceived stress have restrictions on mental and physical QLRH, resulting in a reduced functional status, fatigue, loss of energy, depression, anxiety, limitation in work or activities and performance difficulties. These behaviours may contribute to the rising of problems of physical and mental order with impact also in the social area, underscoring the need for psychosocial therapies [33] .
The presence of depressive symptoms during pregnancy has important effects on maternal, fetal and child health, compromising functions of physical and mental areas of the pregnant woman. In this context, changes can be observed in the psychological area of the pregnant woman with different symptoms from sadness to depression.
Depressive symptoms appear predominantly in early pregnancy and suggest the need for measures of effective and efficient screening during the prenatal period. However, former studies using the CES-D3 or other instruments suggest that the prevalence depressive symptoms increase in the third trimester [34] [35] . This high prevalence of depression converges with the results of the study conducted in Baltimore City with pregnant women, that verified a greater number of women with depression during the third trimester of pregnancy, however it points out that regardless of gestational age, the presence of symptoms was associated with worse QLRH, directly affecting the social, emotional role and mental health [19] .
Women who became depressed in late pregnancy showed 7 of 8 affected areas of the SF-12: physical functioning, physical role, bodily pain, general health, social functioning, emotional role and mental health. Quite depressed women had lower scores in physical functioning, social functioning and emotional role. Finally, women who remained depressed were shown to be affected on physical area, general health and vitality [20] .
As for body image, pregnant women are emotionally affected by the changes that occur in their physical appearance, among these stands out the pigmentary changes such melasma [36] [37].
The melasma causes negative impact on quality of life in pregnant women, mainly for affecting the face and body image, contributing to low self-esteem affecting negatively the relationships in personal life, and professional [38] .
When the MELASQoL to evaluate quality of life of postpartum with melasma was applied, the results indicated symptoms ranging from discomfort caused by acne until the appearance of frustration and embarrassment on the part of the women studied.
In short, these aspects should be considered in prenatal care, contributing to psychological well-being during pregnancy.
Social Area of the HRQL
Only one study evaluated sexuality as an aspect of social relationships area; affected by pregnancy, directly interfering with quality of life of pregnant women was found.
Pregnancy marks a process of intense changes directly affecting the lives of women. One of the dimensions that may be affected is the sexuality. Sexual desire during pregnancy can be decreased, and consequently the physiological and psychological changes, including myths and taboos about sex in pregnancy [38] .
The presence of some disorder in female sexuality, either discontinuation or alteration of any of the stages of sexual response, can result in the emergence of sexual dysfunction, may lie in a greater impact on the quality of life of women, affecting on their self-esteem and interpersonal relationships [39] .
In Brazil, two studies have shown that sexual function of Brazilian healthy pregnant was more compromised as approaching the childbirth [40] [41] . Another study compared sexual function between pregnant women with diabetes and healthy pregnant women and found that the prevalence of symptoms of female sexual dysfunction was high in both healthy pregnant women and in those with gestational diabetes mellitus during the third trimester of pregnancy [42] .
The study results contemplated in integrative review assessed the association between quality of life and sexual function in pregnant women, and this association proved that it was observed that women who reported poor quality of life also had a final score in the questionnaire QS-F classified as bad. Likewise, the results proved that sexual satisfaction is associated with sexual function, because pregnant women with scores in the QS-F above the cut-off for classification of risk for sexual dysfunction reported being sexually satisfied [23] .
Conclusions
The integrative review enabled the construction of a synthesis of scientific knowledge regarding the areas of the HRQL affected by pregnancy. It was possible to detect gaps in the knowledge produced and analyzed studies were classified as low evidence demonstrating the need for further research with greater methodological rigor.
The most discussed category, i.e. with the highest number of scientific publications was the physical area of the HRQL, depicting points of dissatisfaction as: pain, discomfort, nausea and vomiting, and questions about energy and fatigue related to the ability to the work.
Although the categories on the psychological domain and social relations have been addressed in a smaller number of studies, it does not minimize reflected in its quality of life of pregnant women importance. It might be noted that an affected domain reflects the other, justifying the interconnection of these.
It should be considered in this review the bias, because a period of time was set, reducing the number of localized research. In addition, all indexed articles about quality of life that didn't use that descriptor were not found in the search.
The dissatisfaction revealed by each area pointed shows a shy action of the assistance of the nursing with regard to guidelines that include aspects of QLRH. It is essential that nurses have a qualified listening about the common complaints of pregnancy, valuing this important moment.
